Dr. George M. :\fcBean presented a patient with a swelling in the right side of the soft palate. There was no complication of any kind, no pain anu no history was obtainable. The patient was in the army a couple of years ago and at that time was told he had a large right tonsil. Dr. McBean had put a needle into the growth recently but obtained no fluid. He believed it to be a fibroma of the soft palate.
DISCUSSION.
Dr. George E. Shambaugh stated that the situation did not look unlike a type of large tonsil which one occasionally encounters, in which the enlargement js 1'01' the most part upward between the folds of the soft palate. ThIJ enlargement was more exaggerated in this case than he had ever seen from a tonsil. He recalled a case where this type of enlargement of the tonsil existed on both sides in a patient who suffered a great deal from frequent attacks of acute tonsillitis. Tonsils were removed under local anesthesia which was not an easy undertaking. The operation was followed by more or less paralysis of the soft palate resembling the situation observed after diphtheria. The annoyance from fluid getting up into the nose when the patient attempted to swallow persisted a number of weeks. The end results were entirely satisl'actory.
Dr. Joseph C. Beck was reminded of two cases, one of whidl proved to be a calculus (amigdolyth). The case presented much the same appearance as Dr. McBean's but upon opening the supratonsillar fossa he found a mass larger than a small hazlenut, which was made up of a concretion like a stone.
The second case nad been seen about two weeks preViously and had a growth coming over from the posterior lateral wall. The case was referred to as a sarcoma. Upon exposing the tumor for microscopic examination they found a definite capsule. A piece of the capsule was excised and found to be quite dense, below which there was a soft tissue, and upon sectioning the tissue it was found to be lipomatous.
Extradural Abscess and Sinus Thrombosis.
Dr. Samuel Salinger presented a pathologic specimen from a case of extradural abscess and extensive sinus thrombosis. He had removed a large clot extending from the knee to the bulb and tied the jugular. The IJoy got along well for a week, but the jugular wound became infected with what proved to be a diph-592 CIlIC.\CO L.\RYNCOLOClCi\L .\;\11) OTOLOGICAL SOCI£TY. theroid organism. On the tenth day the dressings over the neck wound were found to be saturated with blood. The patient was put on the operating table and removal of the dressings was followed by an enormous gush of blood. The common carotid was tied but the patient~xpired shortly afterward. The specimen presented showed an erosion of the common carotid from without about the size of a small pea. Dr. Salinger was not sure whether the rupture was due to infection, to the rubbing of the ligature on the artery, or whether Dakin's solution, with which the wound had been irrigated, had anything to do with it. He asked for an expression of opinion.
DISCUSSION.
Dr. J. Holinger stated that he read a paper a year ago on sinus thrombosis and mentioned the report of it case in which the erosion of the carotid artery by the ligature on the jugular vein caused the death of the patient. There is no way of avoiding such accidents after ligature of the vein because the artery and vein are so close together in the same sheath. The movement of the pulsating artery will produce erosion.
Dr. Joseph C. Beck did not agree with Dr. Holinger as to the cause of the rupture. He had seen a similar rupture in a case of suspected carcinoma, which, however, was a healed out Bezold abscess. In that case they made a complete dissection of the comilion carotid, both external and' internal, and the jugular vein. These were protected with dressings and the next day upon dressing the patient, who was a physician, they found an enormous bullae formation over the side of the neck. Upon puncturing these bullae they found a pure culture of a diplococcus. The wound was left exposed for subsequent X-ray treatment and in four or five clays they found a small white spot on the external portion of the carotid artery. The next day it was slightly larger, with a little bulging, and on the sixth or seventh day they were compelled to do a temporary compression of the common carotid, thinking that by reducing the amount of blood going through they would get a granulation of the wall of the artery. On the same day Dr. Pollock was called in a hurry because the patient had a sudden gush of blood from the neck wound and he succeeded in grasping the bleeding point with an artery forcep. In the afternoon they made a complete ligation with tape and were able to take oil the artery forceps, as there was no bleeding. The patient developed a hemiplegia during the night and died two or three days later. They should not have made the dissection, but the case was sent in as carcinoma. Subsequent examination showed that it was simply inflammatory, and the patient had carried the infection around for years.
In his opinion the case reported by Dr. Salinger was a similar one, the organism producing an arteritis from the exterior and causing a rupture. If it had been exposed earlier and tied they might have been able to save the patient.
Dr. Salinger (closing the discussion) said he did not think the ligature had eroded the artery by friction in this case. The erosion was not directly opposite the ligature and in his opinion it was SOCIETY PROCF,EDINGS. 593 due rather to infection from the exterior. He had seen one case where carcinoma had eroded the common carotid, and another similar to the one reported by Dr. Beck, but this was the first case of this kind that had come to his notice.
Bead in the Bronchus.
Dr. GeorKe W. Boot reported a case of a small boy who had been left in his father's care and was taken with a severe coughing spell. The father did not know what the child had inhaled, but supposed it was a bead, as a broken string of beads varying in size was found. Roentgen examination show nothing, as the bead was transparent to X-rays. Upon listening to the child's chest the bead could be heard flying up and down the trachea with each inspiration and expiration. Dr. Boot did upper bronchoscopy and tried to get the bead but the forceps would not hold it and in the effort to grasp it the bead was pushed into the left bronchus where it was firmly lodged. It was smooth and hard and forceps always slipped off. A probe could not be insinuated past it. He finally evolved the instrument which he presented for inspection. The problem was to have an instrument small enough to pass through a small bronchoscopic tube and yet permit enough light to pass so that the instrument could be passed into the hole in the bead under direct visual guidance and at the same time hold firmly enough to dislodge the head. With this little appliance which V. Mueller and Company made for him, he was able to remove the bead.
Dr. Clark W. Hawley (by invitation) presented a paper entitled "Abnormalities of the Mastoid in Re,ference to the Facial Nerve,"
and exhibited specimens of the temporal hone shOWing anomalies of the nerve. A number of specimens were shown showing the abnormal position of the lateral sinus.
Also two specimens where the facial nerve passed down the center of the mastoid bone instead of in the base of the posterior wall of the ear. The nerves were situatell in the path of the operation and would be injured unless the operator was on the lookout for the malposition. Such abnormalities may account for some of the facial paralyses that occur. The knowledge of their occurrence will be useful to the expert witness in malpractice cases.
Dr. George E. Shambaugh stated that it was not easy to judge of the exact relation of the facial nerve to the surrounding parts by a dissection of this sort that works in from the surface. Students who are attempting to visualize the anatomic relations of the temporal bone do not accomplish this successfully by performing the operation on the mastoid and observing the relations as they are uncovered in the course of this procedure. The reason for this is that one important relation after another is destroyed in making an opening into the mastoid. It is necessary to make a series of anatomic sections, each one devised to bring out an important anatomic relation in order to study definitely the exact relation of the facial nerve as it courses through the temporal bone. The best 594 CHIC:\GO LARYNGOLOGICAL AND OTOLOGICAL SOCIETY. type of preparation is made by a section which passes through the tympanum in the perpendicular plane and lays open the facial canal from the point where it turns downward just in front of the horizontal semicircular canal until it leaves the stylomastoid opening. A section made in this way leaves no chance for deceptioIl! in measuring the relation of the facial canal. The impression Dr. Shambaugh gathered from an examination of the preparations presented was, that the faci~l nerve was entirely in its normal position. He has seen only one anomalous variation in the course of the facial nerve. This was in the preparation exhibited by Dr. Behrens.
There are several facts in connection with the course of the facial nerve that should always be kept in mind when operating on the temporal bone: First, that the nerve enters the tympanum in front and above the oval window. Second, the relation which the nerve bears to the posterior wall of the exterior auditory meatus. This relation at the upper part of the typmpanum is quite different from what it is at the floor of the tympanum. In the former location the nerve lies close to the posterior wall of the tympanum and on a level with the inner wall of this cavity. As the nerve runs downward toward the stylomastoid opening, two alterations take place in relation to the tympanum. The first is, that it lies farther and farther away from the posterior wall of this cavity until it reaches the floor of the tympanum. At this point it is separated usually by one-quarter inch from the tympanum cavity. The second alteration is that as the canal extends downward from the knee instead of lying at a depth parallel with the inner wall of the tympanum, it extends out farther and farther along the postmeatal wall. This latter fact has been responsible for injury to the facial nerve when operators have attempted to flatten out the posterior wall of the meatus.
Dr. Joseph C. Beck stated that his purpose in asking Dr. Hawley to present this subject before the Society was that thus far there was only one specimen, to which Dr. Shambaugh 'had referred, and it occurred to him in men[ioning this fact not less than eight times as a witness in defending a physician against malpractice suits, by bringing this fact to the attention of the judge and jury and having it save the doctor in summing up the evidence, that if it could occur once it might occur again; and this case of Dr. Hawley's was probably one of those cases. When Dr. Hawley showed Dr. Beck the specimens he had the same impression that Dr. Shambaugh had-that the facial canals were no different from others he had seen. When one ·considered Cheatle's collection of temporal bones and remembered that in not a single case was there a repetition of the specimen shown by Dr. Behrens, one realized that the course of the facial nerve was very definite and constant and in the course of an ordinary mastoid operation this injury does not occur. Dr. Beck wished there was another case on record like Dr. Behrens' because one case was not enough.
Dr. Beck added one point to those brought out by Dr. Sham: baugh: That the facial nerve does not extend external to the prominence of the horizontal semicircular canal, and if one keeps external to that when taking off the posterior lower walllhere will SOCIETY PROCEEDINGS. 595 not be much trouble. This point had helped him greatly. They very seldom had any facial paralysis, but it does occasionally occur in the hands of the best operators.
Dr. Hawley had not yet proven the point that he made when he showed the same specimens at the Illinois State meeting. Dr. Beck had expected him to make sections and cross sections of the specimens and present them in detail, but this unfortunately had not been done.
Dr. J. Holinger said the question of the course of the facial nerve was especially important when in a case of Bezold's mastoiditis, the cell causing the perforation into the neck is to be sought. This cell was often very deep,' and unless it be drained, the operation could not be considered completed. Dr. Holinger thought that one could never see too much of the individual variations of the anatomy of these parts.
Dr. George W. Boot agreed with Dr. Shambaugh that the upper part of the nerve was very definite in its course. The lower part always emerge!! at the stylomastoid foramen. If these two points ,are connected a pretty good idea of the course the nerve runs with respect to the parts operated on can be had. At birth the nerve emerges on the outer surface of the temporal bone for the mastoid apophysis has Rot yet been formed. The reason the course of the nerve seems to vary is because of the varying amount of development of the mastoid apophysis. Its relation to the" drum membrane and middle ear is quite constant.
Dr. Clark W. Hawley said he never had a discussion of any kind without somebody getting up and questioning the truth of what they saw. He believed that if Dr. Shambaugh had carefuJly examined the specimens he would have recognized that the nerve in the specimen, which had not been disturbed at all, was not in the posterior waJl but ran down almost exactly on the center of the canal. In the one it was two-thirds away from the posterior wall of the ear. If he had not put the paint in he thought it would be a little more evident, but he had thought the paint would bring it out better. He had made three hundred dissections and had never found another case like these, although they did the radical dissection on all of them, and they had not touched the facial nerve at any time. On the specimens he had presented the nerve was very plainly shown. In teaching he always shows the students the course of the nerve as it travels in the petrous portion and also in the mastoid. He had found one or two instances where the facial nerve did not travel as Dr. Shambaugh had said and anyone who attempted to scrape away granulations from the mastoid antrum would have injured the nerve, for It did not go along the base of the middle ear but at the upper portion. It must also be rememhered that the specimens were not intended to demonstrate the anatomic relation, but simply to show the students how to do a mastoid operation. In the specimens both posterior walls were preserved and the mastoid tip was not disturbed at all. Dr. Hawley thought that if these nerves were not displaced he would cert.ainly have found the same position in many of the other operations done on the cadaver. Dr. George W. Boot stated that when he saw the child whose case was reported by Dr. Ballenger, Dr. Ballenger favored operation while Dr. Boot opposed it. The following day he reluctantly gave his consent and had the child sent to the hospital because Dr. Ballenger could not be reached. Before the following morning set for the operation the child apparently had improved so no operation was done and the patient was returned to Dr. Ballenger's care. In another case Dr. Boot had operated on a man of 80 years under local anesthesia because of a streptococcus infection in a patient who had chronic interstitial nephritis. The mastoid cells were found filled with clotted blood. Unfortunately the patient developed facial erysipelas on the side of the wound. This cleared up only to be followed by erysipelas on the opposite side and this in turn by erysipelas of the leg with multiple abscess formation and the patient finally died of the erysipelatous infection.
Dr. Samuel Salinger thought it would be interesting to know in what condition the mastoid cells were found-whether there was a hemorrhagic mastoiditis as well, and also the condition of the bone.
Dr. Harry L.~ollock said that during the epidemic last year they had several cases in which there was bleeding from the ear. The examination of patients who came in with pain, swelling and redness of the membrane showed on close inspection with the otoscope that this appeared in the form of a blister. They had severe pain and temperature and in opening these blisters they got a bloody exudate which persisted for several days. Dr. Pollock's little son had a light attack of grip and about ten days later suddenly developed an earache and within a few minutes his ear drum was apparently bulging. This condition persisted for two days. Dr. Beck saw the patient and opposed doing a paracentesis. The thing ruptured spontaneously during the night and there was a discharge of bloody serum for several days, but there was no perforation in the middle ear. In none of the cases did they find it necessary to do any mastoid operation or paracentesis. Several of the cases looked like a mastoiditis, but after a few days the symptoms subsided very rapidly. One lady, who had a most excruciating pain for twenty-four hours, had complete relief from the pain when the little bleb ruptured, but the discharge continued. Had they performed a paracentesis they might have set up an otitis media, as there was pain all over the side of the head.
Dr. Pollock pointed out that Dr. Ballenger had not mentioned the X-ray pictures. If X-ray pictures were taken in these cases no mastoid involvement would have been shown.
As to indications for operating on the mastoid, the principal one was the hearing and in these cases, while the hearing was affected it was not so markedly as in the mastoid with involvement of the *See page 539. SOCIETY PROCEEDINGS. 597 middle ear. The hearing recovered very quickly. In the otitis media cases, if the picture showed the mastoid to be cloudy, and they waited several days and then took another in order to see whether the condition was breaking down or clearing up, was one indication. If the hearing continued to grow less acute it was an indication to do a mastoid operation.
In their cases all the organisms found were streptococci. Dr. J. Holinger asked whether in the case of hemorrhagic nephritis any carbolated glycerin had been used as eardrops. He knew that several cases of hemorrhagic nephritis had been reo ported in which carbolated glycerin had been used. In his {lractice he never advised the use of carbolated glycerin.
Dr. Harry Kahn said the subject was discussed in Pollitzer'S book rather fully. The whispered voice test was a differential test between the myringitis and an abscess of the middle ear. In the epidemic last year many of these cases of sudden onset ruptured in a short time and hemorrhage from the ear was met with in many of the cases. He thought that this was nothing unusual in an influenzal epidemic, and that nothing new had been brought out. So far as he knew all the cases were of streptococcal origin and were probably entirely due to the influenza.
Dr. Robert Sonnenschein felt that even with Very slight exudate in the middle ear, as proven by a paracentesis afterward, the hearing for the whispered voice was often as good as two or three meters for the high tones.
In reference to the differential diagnosis between an otitis media and a myringitis, aside from the other tests there are the tuning fork tests. While the Weber reaction is often unreliable, still in the case of an otitis media it is usually lateralized to the affected side, not so where a simple myringitis is present. The Rinne is usually negative with middle ear involvement and is usually positive in myringitis.
Dr. Joseph C. Beck thought that Dr. Ballenger's paper was very opportune. The point he brought out, which should be remembered, was not to operate on many of these cases. In the epidemics of the last couple of years they had seen quite a large number of such cases that had been operated upon less on the mastoid than on the drum membrane-a repeated sticking of the drum. In one case the ear had been jabbed fourteen times by an otologist in this city (not much of an otologist). The patient would not submit to further paracentesis and recovered simply when the ear was left alone.
As to the 1ateralizati on, they made the test and it did lateralize to that side where one found these blood blisters. There was no history of this. The Weber does lateralize and he thought Dr. Sonnenschein was mistaken.
Dr. Alfred Lewy thought an important point in Dr. Ballenger's paper was that apparently the less manipulation aside from paracentesis, in these cases, the better they got along. He also called attention to the fact that Dr. Ballenger's cases had marked mastoid tenderness, as well as persistent bleeding and later purulent discharge, so they were evidently not merely myringitis. He reo membered reading a report by an Eastern otologist who boasted 598 CHIC.;\GO LARYNGOLOGICAL AKD OTOLOGICAL SOCIETY. that out of one hundred middle ear suppurations he only had thirty mastoids. Compared to this man, Dr. Ballenger would certainly classify as a conservative, and his results appear to justify his position.
Dr. Lewy had recently had an interesting experience with an early mastoid operation. He was generally opposed to operating within so short a time from the onset, but this child developed suddenly a SiVelling mostly in the zygomatic area which extended over the face. The patient had had measles six weeks previously, with an occasional earache since, without discharge, but had apparently belm well two weeks when the swelling referred to suddenly appeared. The drum membrane was thickened, there was no discharge and no sinking in of the canal wall. . There was headache, temperature over 102 0 and a white cell count of 12,000. Paracentesis was done, resulting in bloody discharge which became purulent within a few hours, but after two days no relief of symptoms:'~.X-ray showed a clouding of the mastoid area, but no definite breaking down of cell walls. With pain, tenderness, swelling and a histroy of a possible six weeks' infection, dating back to the measle!l., instead of a four day affair, it was decided to do the mastoid operation. The cortex was found unaltered, but the region 'of the antrum and the tip cell were softened so that the curette alone was sufficient. White cell count ordered before the operation for some reason was not done until three hours afterward, and was 27,000, which suggests that in doing the operation for the purpose of establishing drainage, we are at the same time ovening IJ.p avenues of extension for the infection. This always happens to a greater or less degree, but Dr. Lewy believes that there is ,.,a greater probability of such spread in early operation before n/Lture has had time to establish her defenses.
Dr. J3li;:llenger ,(closing) said that in this series it was nec-essary to operate on only two cases and they were done for the persistent otorrhea..' Both mastoids were broken down. The cases that he knew·.about which were operated early showed a blood filled or negative mastoid. Most of these cases had mastoid tenderness to some degree, usually rather severe, and there was great prostration. The X-ray examination was not made in any of these cases in early stages as the patients were too sick to go to the hospital, but where the radiograph was taken later, after the formation of the pus. the shadows were darK.
In reply to Dr. Holinger's question, in regard to carbolated glycerin, he did not believe the carbolated glycerin would cause hem-orI'hagic nephritis before rupture or incision of the ear drum. Drs. Wall and Aldrleh saw the case with the blood) urine and made the diagnosis of hemorrhagic nephritis.
